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Level of Harm - Minimal harm
or potential for actual harm
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Immediately tell the resident, the resident's doctor, and a family member of situations
(injury/decline/room, etc.) that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review the facility failed to inform the resident representative of discharge for
one (Resident #2) of 3 residents reviewed for discharge. Findings include: Review of Resident #2's
census data showed Resident #2 was admitted to the facility on [DATE] with the payor source
hospice respite private. Review of Resident #2's Discharge Return not Anticipated minimum data
assessment, dated 3/21/2026, showed Resident #2's cognitive summary score to be 7 [severe
problems with memory and thinking]. Review of Resident #2's admission record showed his spouse
was listed as emergency contact #1 and diagnoses that included vascular dementia with agitation.
Review of Resident #2's progress note, dated 3/19/2026, read Patient admitted for a 5-day respite
stay through [Name of Hospice Provider] with a diagnosis of cerebral atherosclerosis. Resident is
A&Ox2 [alert and oriented times 2]. Review of the facility grievances showed Resident #2's spouse
filed a grievance with the facility on 3/21/2026 that alleged Resident #2 had been discharged from the
facility with his daughter and Resident #2's spouse (emergency contact #1) had not been notified of
the discharge by the facility. The grievance file documented education had been given to the nursing
staff on 3/23/2026 to refer to a patient's face sheet before completing a discharge. The education
titled Discharge Process read All discharges require doctor's order, family or POA [Power of
Attorney] notification, agreement and documentation of who the resident leaves with, no exceptions.
Before discharge a resident, nurse must notify and obtain agreement from responsible party to ensure
safe pickup, and document the process. During interview on 4/23/2026 beginning at 9:24 AM, the
Administrator reported Resident #2's daughter had come to the facility and signed him out. She stated
she did not believe Resident #2's daughter was his Power of Attorney. She reported Resident #2's
daughter had taken him out of the facility and had not told Resident #2's spouse. The Administrator
reported the incident had not yet been reviewed by the quality assurance performance improvement
committee. Stated she did not know if anyone from the facility had notified Resident #2's spouse
(emergency contact #1) that his daughter was removing him from the facility. During interview on
4/23/2026 beginning at 9:28 AM, the Director of Nursing stated there was no designated Power of
Attorney in Resident #2's file but Resident #2's spouse was listed as his emergency contact #1.
During interview on 4/23/2026 at 12:32 PM, Staff A, Licensed Practical Nurse, stated I was working
the cart and all I know is there was a couple that came in and said the mom wanted him home. He was
already in bed. It was about 8 o'clock. They were on the phone with somebody and kept saying the
mom wants him home tonight. They kept insisting so I went and got the supervisor and she took over.
I knew it was the daughter because she said she was the daughter. I only work 2 days a week. That's
why I got the supervisor. They were on the phone the whole time and it appeared to be his wife. He
did not object to leaving. He had no problem going with them. Wasn't objecting. I heard him talking to
them. During interview on 4/23/2026 at 1:40 PM, Staff B, Registered Nurse, stated I don't remember
any kind of time frame of that night. Daughter came to visit him and said mother wanted him home.
Not that I'm aware of did anyone call the wife. Review of Resident #2's progress notes failed to reveal
documentation the facility had attempted to contact Resident #2's emergency contact #1 to verify the
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identity of the person removing Resident #2 from the facility and to verify Resident #2's emergency
contact was aware of and approved of Resident #2's removal from the facility.
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